Background: In the subsequent revision of Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5; American Psychiatric Association, 2013) symptoms of diagnostic criteria for post-traumatic stress disorder (PTSD) are defined in four clusters and the number of PTSD symptoms was expanded to 20. The Clinician-Administered PTSD Scale (CAPS) is the most widely used structured clinical interview and recognized as the golden standard in PTSD diagnosis. The final revision of the clinical interview form as the CAPS for DSM-5 (CAPS-5) was advanced in line with the recent revisions in DSM-5 with regards to the PTSD definition. The aim of this study was to examine the psychometric properties of the Turkish version of CAPS-5 in clinical samples and healthy controls. Methods: In the present study, 30 inpatients with PTSD and 30 inpatients with major depressive disorder consecutively presented to the Psychiatry Outpatient Clinic Yüzüncü Yıl University Research Hospital, and 30 healthy controls were enrolled. All participants were included if only they reported an index trauma in the Life Events Checklist for DSM-5 (LEC-5) that bothered them during the past month. Subjects were administered a socio-demographic questionnaire, the Dissociative Experiences Scale (DES), Beck Depression Inventory (BDI), Beck Anxiety Inventory (BAI) along with the LEC-5, CAPS-5 and PTSD Checklist for DSM-5 (PCL-5). We used confirmatory factor analysis to compare a structured clinical interview (CAPS-5) and a self-report measure, the PCL-5 and to examine DSM-5 implied four-symptom clusters and several factor structures proposed in the literature to understand which model best represents the latent factor structure of PSTD symptoms. Using multivariate analysis of covariance, concurrent validity of both self-report and structured clinical interview was evaluated. Receiver operating characteristics (ROC) curve was utilized to obtain an optimal cut-off value of the PCL-5 scores in order to use in demarcating cases with non-cases. Results: Even though DSM-5 implied four-factor model adequately fit to either data collected using self-report or clinician-administered measures of PTSD, the latent structure of PTSD symptoms measured by either CAPS-5 or PCL-5 were best represented by six-factor Externalizing Behaviors model, particularly compared to seven-factor Hybrid model. In comparison to depressive and control groups, PTSD patients reported greater scores on the PCL-5, DES, BDI, and BAI and McNemar χ 2 values between two applications with two weeks interval were unsubstantial. Additionally, PTSD patients exhibited greater symptom endorsement on B, C, D, E, F, G symptom clusters and dissociative subtype than depressive patients and controls. Using signal detection analysis, a significant area under the curve (AUC) was calculated for the PCL-5 (AUC = 0.87 p < 0.001 asymptotic 95% Confidence Interval = 0.798-0.942). The PCL-5 had excellent diagnostic utility with 0.90 sensitivity and 0.80 specificity on a cut-off score ≥47. Conclusion: Turkish versions of the CAPS-5 and PCL-5 are demonstrated to have very good psychometric properties. Implications regarding the findings are discussed.
Introduction
Post-traumatic stress disorder (PSTD) was moved out of anxiety disorders into a distinct category of trauma and trauma-related disorders in the subsequent revision of the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5; American Psychiatric Association, 2013). The number of symptoms representing PTSD was expanded from 17 to 20 individual symptoms, which were grouped into four-symptom categories. The symptom clusters are of monumental importance in diagnostic algorithms in a way that the symptoms are organized across the different symptom sets that eventually may lead to a variation in PTSD diagnosis, and hence, a change in prevalence rates [1] . Identification of accurate dimensionality underlying PTSD can help to a better understanding of etiological and maintenance factors strongly tied to PTSD to culminate in developing and evaluating potential clinical interventions. Those of trauma survivors who have experienced at least one re-experiencing symptom (Criterion B), at least one avoidance symptom (Criterion C), at least two symptoms of negative alterations in mood and cognitions (Criterion D) at least one-month of duration ensuing severe functional impairment meet a DSM-5 PTSD diagnosis. Also dissociative subtype was added to the criteria stipulated for PTSD diagnosis [2] .
The latent symptom structure of PTSD has been an issue, which has received extensive research interest. Given the importance of the link between the symptom clusters and PTSD diagnosis, understanding the optimal symptom sets best represent PTSD's underlying dimensionality would allow clinicians to assess whether specific symptom clusters predominate development and the course of the disorder or characterize co-occurrence with other types of disorders as well as in which instances variations occur. Since the initial introduction of PTSD into diagnostic systems in 1980 [3] , this clinical entity have been officially conceptualized as comprising three symptom groups of re-experiencing, avoidance, and hyper-arousal. Specifically, the DSM-IV and DSM-IV-TR [4, 5] built-up 17 symptoms that were separated into 3 symptom clusters have been subjected to extensive factor analysis studies. The two most prominent four-factor latent structure of PTSD symptoms are Emotional Numbing model [6] and Dysphoria model [7] , which have extensively investigated and demonstrated to be preferential in comparison to classical three symptom sets of DSM-IV implied model. A more recent conceptualization of the five-factor Dysphoric Arousal model [8] moved the symptoms of sleeping difficulties, anger, and irritability from hyper-arousal set into dysphoric factor and the remained hypervigilance and exaggerated startle response symptoms were renamed as anxious arousal factor that were extracted from a combination of Emotional Numbing model and Dysphoria model and consistently outperformed Emotional Numbing model and Dysphoria model as well as the DSM-IV implied three-factor structure. The weight of evidence extracted from confirmatory factor analytic studies suggested a superior performance of the model; even though, this model has been largely examined in comparison to the two models with four-factor structures, namely Emotional Numbing model and Dysphoria model based on DSM-IV and DSM-IV-TR [9] .
Following a number of confirmatory analytic studies based on DSM-5 PTSD symptoms since the DSM-5 published in May 2013 [2] , DSM-5 implied four-set of PTSD symptoms have consistently provided adequate fit across populations with various characteristics, but was less likely to be presumed to be optimal as compared to alternative models [10] . The general trend in early factor analytic studies of dimensionality of DSM-5 PTSD symptoms was to compare the DSM-5 implied model to a modified DSM-5 Dysphoria model. Miller [11] provided evidence for a DSM-5 version of a Dysphoria model that was preferential in a representative community sample and clinical sample of US military veterans.
In following a similar vein of the DSM-IV factor analytic research, alternative models of the constellation of the DSM-5's PTSD symptoms have emerged. To date, several DSM-5 version latent factor structures of PTSD ranging from one to seven factors encompass the DSM-5 implied four-factor model, the DSM-5 modification of the five-factor Dysphoric Arousal model, the six-factor Anhedonia model [12] , the sixfactor Externalizing Behaviors [13] , and seven-factor Hybrid model [14] . The six-factor Anhedonia model incorporates the separation of hyper-arousal symptoms into dysphoric and anxious arousal factors into an architecture of DSM-5's PTSD symptomatology in which the negative alterations in cognitions and mood symptom cluster was divided into negative affect and reduced positive affect or anhedonia [12] . Another proposed six-factor latent dimensional structure of the DSM-5's PSTD symptomatology was the Externalizing Behaviors model that was also prompted by the Dysphoric Arousal model by catching the hyper-arousal cluster on two separate symptom sets as anxious and dysphoric arousal. The model further divided dysphoric arousal into two symptom sets and moved irritability and self-destructive behavior symptoms from dysphoric arousal factor into externalizing behaviors factor [13] .
Finally, the most recent developed model based on DSM-5's PTSD symptom structure was the seven-factor Hybrid model, extracted from combining the two newly proposed DSM-5 models of anhedonia and externalizing behaviors along with features of the Dysphoric Arousal model. The model included anxious and dysphoric arousal symptoms as distinct symptom sets as per the Dysphoric Arousal model, negative and reduced positive affect (anhedonia) as two separate symptom clusters in accordance with the Anhedonia model, and externalizing behaviors symptom cluster per se comparable to the Externalizing Behaviors model [14] . The evidence as to these more distilled symptom clusters has been accumulated and supported that the seven-factor Hybrid model seems to be superior to DSM-5 implied factor structure as well as previously proposed DSM-5 models of PTSD's latent symptom structure in several studies conducted in largely veterans along with psychiatric patients and community samples varied in trauma experiences. A considerable proportion of this scrutiny has also provided support for the Anhedonia model secondary to the Hybrid model prevailing over the alternative latent factor structures [15] [16] [17] [18] [19] [20] .
The Clinician-Administered PTSD Scale (CAPS; [21, 22] ) is the most widely used measure as a clinician-rated scale and has been recognized as the gold standard for PTSD assessment in terms of PTSD status and symptom severity [23, 24] . The accumulation of empirical evidence has supported excellent psychometric properties of the CAPS that has been used in a range of research conducted across a wide variety of populations with variation in type of trauma exposure. The CAPS has excellent reliability with good temporal stability, internal, and inter-rater consistency. The CAPS also has good convergent and discriminant validity, diagnostic utility, and sensitivity to clinical change [23] . The CAPS have been evolved and modified to the CAPS for Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (CAPS-5; [25] ) based on the recent revisions to PTSD symptoms made in DSM-5. Adhering to factor analytic procedures, to date, a vast body of research has utilized the CAPS as well as PTSD Checklist (PCL; [26] ) to examine and identify true dimensionality of PTSD symptoms; as the same was true for more recently proposed PTSD models representing the DSM-5's latent symptom structure that were mostly measured by the PTSD Checklist for DSM-5 (PCL-5) [27] . One previous scrutiny relying on DSM-IV PTSD models provided empirical evidence that factor analytic solutions representing the latent symptom structure of PTSD may differ due to measures used in assessment. The Dysphoria model provided superior fit to data measured by PCL; contrarily, the Numbing model provided superior fit to data measured by CAPS [28] .
The central focus on this present study was to examine psychometric properties of the Turkish version of the CAPS-5 in clinical samples compared to the healthy controls. We adhered to confirmatory factor analysis (CFA) procedure, a robust method of model validation, to examine and identify the best dimensional structure fit to the current data based on several models representing latent symptom structure of PTSD that have been widely studied in the literature. The PTSD factor structures we tested herein were the one-factor model, the DSM-5 implied four-factor model, the five-factor Dysphoria model, the six-factor Anhedonia model, the six-factor Externalizing Behaviors model, and the seven-factor Hybrid model. We examined these models using CFAs for the CAPS-5, a clinician interview and PCL-5, a self-report measure separately. We hypothesized that the Hybrid model alongside with either Anhedonia model or Externalizing Behaviors model or both would provide superior fit to alternative latent factor structures of DSM-5's PTSD symptoms for both measures of PTSD for DSM-5.
Methods

Participants
A total of 90 participants were interviewed and completed the questionnaires. Thirty patients with PTSD and 30 patients with major depressive disorder consecutively presented to the Psychiatry Outpatient Clinic at the Yüzüncü Yıl University Research Hospital. Healthy controls were recruited from adult inpatients or their relatives presented to Yüzüncü Yıl University Research Hospital clinics and volunteered for participation. All study subjects were interviewed and completed the subsequent questionnaires only if they endorsed trauma exposure according to the Life Events Checklist for DSM-5 (LEC-5); therefore, trauma endorsement was an inclusion criterion. The participants were not compensated for their participation. After having thoroughly informed about the purpose of the study, all participants provided written consents. The study protocol was approved by the Ethics Committee of Yüzüncü Yıl University.
Descriptive characteristics of the sample are presented in Table 1 .
The participants were asked to fill up the LEC-5 and to elect the most distressing traumatic event within the questions that bothered them during the past month. The clinician interviews as to PTSD were relied on the index trauma for each participant and they were prompted the index trauma to bear in mind while answering subsequent questions. In the sample, the index trauma endorsements measured by the LEC-5 were "natural disaster" (n = 25, 27.78%), "sudden violent death" (n = 23, 25.56%), "transportation accident" (n= 19, 21.11%), "sexual assault" (n = 10, 11.11%), "physical assault" (n = 9, 10.00%), and other unwanted sexual experiences (n = 4, 4.44%).
Measures
Clinician-Administered PTSD Scale for Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition
The CAPS-5 is the gold standard assessment of PTSD status [25] . The measure was demonstrated to have excellent psychometric properties with good inter-rater reliability, validity, and reliability [17] (see, Appendix 1).
PTSD Checklist for DSM-5
The PCL-5 is a 20-item self-report questionnaire designed to assess symptoms of PTSD based on DSM-5 [27] . For each symptom, participants are asked to rate severity on a scale ranging from 0 (not at all) to 4 (extremely) that is indicative of distress having experienced in regard to index trauma during the past month. The Turkish version of the PCL-5 was demonstrated to have good psychometric properties [29] (see, Appendix 2).
Dissociative Experiences Scale (DES)
The DES is a 28-item self-report measure of dissociative experiences [30] . Participants are asked to rate the items on an 11-point scale, ranging from 0 to 100. The Turkish version of the scale was validated by Yargic et al. [31] Beck Depression Inventory (BDI)
The BDI consists of 21 items measuring severity of depression symptoms [32] . Each item is rated on a scale ranging from 0 to 3, yielding a total scale score of 0-63. The Turkish version of the scale was demonstrated to have good reliability and validity [33] .
Beck Anxiety Inventory (BAI)
This 21-item questionnaire measures severity of physiological symptoms of anxiety [34] . Each item is asked to be rated on a five-point scale, ranging 0-3. Total scores range from 0 to 63. The Turkish version of the instrument was demonstrated to have good reliability and validity [35] .
Data analysis
Using LISREL 8.7 software [36] , seven confirmatory factor analyses (CFAs) were separately performed for 20 items of the CAPS-5 mapping onto DSM-5 PTSD symptoms and the PCL-5. Items representing PTSD symptoms were treated as continuous data, using a robust estimation method of the Satorra-Bentler scaled χ 2 and maximum likelihood estimations for factor loadings through fixing error covariances and factor variances to zero and one, respectively, to estimate standardized factor loadings. Scaled χ 2 differences were derived and Akaike Information Criteria (AIC) values were computed from maximum likelihood estimations to compare non-nested models. In comparing AIC values, a lower AIC value represents strong support that the model indicates best fit to the date [37] .
The goodness-of-fit indexes obtained for each of the specified model and expected values according to the guidelines [38, 39] are as follows: the root-mean-square error of approximation (RMSEA ≤ 0.08), the comparative fit index (CFI ≥ 0.90), Tucker-Lewis index (TLI ≥ 0.90), and standardized root mean square residual (SRMR ≤ 0.10).
Descriptive and item descriptive statistics were calculated for the sample. Endorsement of PTSD symptoms based on DSM-5 implied four clusters derived from CAPS-5 assessment was compared across groups using the two-proportions Z-test. One-way analysis of variance was performed across three study groups to compare scale scores on the PCL-5 global and subscales, DES, BDI, and BAI. Pearson's product-moment correlation coefficients were obtained to assess convergent validity of the CAPS-5 and PCL-5.
Using confirmatory factorial analytic approach with Satorra-Bentler estimation method, we tested 1 PTSD Factor, DSM-5 implied four factors, Dysphoria, Dysphoric Arousal, Externalizing Behaviors, Anhedonia, and Hybrid models, separately for the CAPS-5 and PCL-5 data. Finally, the cut-off score for the PCL-5 total score that optimizes the sensitivity and specificity based on CAPS-5 diagnosis and diagnostic utility of the PCL-5 cut-off was obtained using signal detection analysis.
Results
Descriptive statistics and item descriptive statistics for the measures
Descriptive characteristics of the sample are presented in Table 1 . Then, we began analyzing descriptive and item descriptive statistics for the measures. The mean PCL-5 Global score was 34.62 (SD = 23.98). Internal consistency of CAPS-5 sub-scales and PCL-5 Global and sub-scales were excellent (Cronbach's α were greater than 0.87 for the CAPS and greater than 0.90 for the PCL-5). We also detected excellent internal consistency for the psychometric measures of dissociation, depression and anxiety that are used to assess convergent validity of the CAPS-5. Corrected item-total correlations for both CAPS-5 and PCL-5 were demonstrated to have values above and beyond than expected. Spearman's inter-item correlation coefficients fell in the suggested range [40] , all these internal measure of consistency of which were indicative of construct validity of these measures.
Using McNemar test [41] , 15-day re-test reliability of the CAPS-5 was assessed in a sub-sample of 45 participants consisting of 14 controls, 16 patients with depression, and 15 patients with PTSD. Sub-scales of the CAPS-5 revealed excellent temporal stability over two weeks that symptom endorsement for the PTSD clusters did not statistically significantly differ in later assessment (p > 0.05) ( Table 2) .
Concurrent validity
To examine the differences in endorsement of PTSD symptoms across groups, we conducted two-proportions Z-test. We found that patients with PTSD had statistically significantly greater proportion of PTSD symptom endorsement in all symptom clusters ranging from B to G cluster compared to either healthy controls or patients with depressive disorder (p < 0.01). Of the patients with PTSD, half of the subjects had pathological dissociation (50.0% n = 15; Cramér's V = 0.472 asymptotic p < 0.001) and approximately half of the subjects were assigned to DES-Taxon membership according to eight DES-Taxon items (53.3% n = 16; Cramér's V = 0.502 asymptotic p <0.001). Depressive patients solely differed from controls according to pathological dissociation and DES-Taxon membership (p < 0.05). Findings are presented in Table 3 .
To explore the concurrent validity of PTSD diagnosis based on the CAPS-5 assessment, we run a multivariate analysis of covariance (MANCOVA) in which four sub-scales of the PCL-5 (re-experiencing, avoidance, negative alterations, and hyper-arousal), dissociative experiences, depression and anxiety were dependent variables. As can be seen in Table 4 , we compared scale scores across three groups after adjusting for age, gender, education, physical illness, previous psychiatric diagnosis, and family psychopathology. We observed that multivariate differences of MANCOVA across three groups were statistically significant (Wilk's λ = 0.424; F(14, 148) = 5.654; p < 0.001; η 2 = 0.348). Patients with PTSD scored greater scores on PCL-5 global and four sub-scales of the PCL-5, dissociation, depression and anxiety compared to either patients with depression and healthy controls.
Convergent validity
As can be seen in Table 5 , we obtained strong univariate zero-order correlation coefficients between CAPS-5 scales representing DSM-5 PTSD symptom clusters and PCL-5 total and four sub-scales. Additionally, we found robust associations between these two screening instruments of PTSD and dissociation, depression and anxiety, providing further evidence for construct validity of the CAPS-5. 
CFAS for the CAPS-5 and PCL-5
Adhering to the confirmatory factor analytic procedure with Satorra-Bentler normality correction, we subsequently computed goodness-of-fit indexes for seven models including one PTSD Factor, DSM-5 implied four factors, Dysphoria, Dysphoric Arousal, Externalizing Behaviors, Anhedonia, and Hybrid models, separately for the CAPS-5 and PCL-5 data (see Table 6 ).
Of the seven models separately derived for the CAPS-5 and PCL-5 data, Externalizing Behaviors and Hybrid models revealed best fit either to the CAPS-5 or PCL-5 data; even though DSM-5 implied four-factor model fit indices were within the acceptable range according to guidelines [38] . Using AIC [37] and scaled chi-square difference test [42] , we compared two models separately for the CAPS-5 and PCL-5 data. We found unsubstantial differences between Externalizing Behaviors and Hybrid models of PTSD symptoms, respectively (scaled χ 2 diff (6) = 8.482; p = 0.205 and scaled χ 2 diff (6) = 4.233 p = 0.645). However, Externalizing Behaviors model revealed lowest AIC values on both the CAPS-5 and PCL-5 data which can be interpreted as the optimal model for both PTSD screening instruments. Findings are presented in Tables 7 and 8 . Table 7 represents the diagnostic utility analyses for the CAPS-5, which were examined in the current study. Initially, we ran receiver operating characteristics (ROC) analyses to assess the ability of the CAPS-5 and PCL-5 scores to correctly identify and distinguish PTSD patients from patients with depression and controls. The analysis revealed a strong ROC curve for the PCL-5 total scores (area under the curve = 0.87 p < 0.001 asymptotic 95% Confidence Interval = 0.798-0.942), which can be interpreted as patients with PTSD were likely to be subsumed in true positives rather than patients with depression or healthy controls.
Signal detection analysis
A cut-off score optimizing sensitivity, specificity, and diagnostic efficacy was derived for the PCL-5 total scores. As can been seen in Table 9 , a cut score of 47 optimized sensitivity (90%) and specificity (80%). Overall, 85% of the sample was diagnosed correctly based on the PCL-5 cut-off value. Findings are presented in Table 9 .
Discussion
The endeavor to identify the correct constellations of PTSD symptoms within homogenous symptom clusters in order to provide the best diagnostic algorithm to aid in the development of interventions for targeted treatments should be continued. The newly proposed Anhedonia model, Externalizing Behaviors model and Hybrid model as to PTSD symptoms represented in the DSM-5 provide new opportunities for to extensions and refinement of theoretical considerations and implications that a more parsimonious latent structure of PTSD may exist. Nevertheless, PTSD latent structure research has largely drawn on measures of DSM-IV and DSM-5 PTSD symptoms rather than true PTSD structure. The aim of this present study was to examine the latent structure of the PTSD in clinical and non-clinical samples in Turkey. Seven latent models of PTSD drawn upon the DSM-IV and DSM-5 were explored. Confirmatory factor analytic examination of these models supported the Externalization Behaviors model as well as Hybrid model of PTSD either relying on the PCL-5 or CAPS-5 data. We observed significant overlaps between findings with respect to the PCL-5 or CAPS-5 solutions. Our results were indicative of that the CAPS-5 as well as PCL-5 is a psychometrically sound instrument in assessing PTSD diagnostic status and symptom severity in clinical population. Consistent with our expectations, both measures of PTSD mapping onto DSM-5 definition had good internal consistency and temporal stability across a two-week period. CAPS-5 PTSD diagnosis satisfied in distinguishing patients with PTSD from either patients with depressive disorder and healthy controls. Both the CAPS-5 and PCL-5 scores demonstrated very good convergent validity in regard to the relations with anxiety, depression, and dissociation which can be attributable to excellent construct validity of these assessment tools.
Consistent with the literature [10] , we observed that DSM-5 implied four-symptom cluster model of PTSD fit the data adequately. However, CAPS-5 data, in parallel with PCL-5 data, best fit to the six-factor model of Externalizing Behaviors and seven-factor Hybrid model of PTSD which incorporates key features of six-factor models of Externalizing Behaviors and Anhedonia that is composed of re-experiencing, avoidance, negative affect, Anhedonia, externalizing behaviors, and anxious and dysphoric arousal symptom clusters. On the other hand, in comparison to Hybrid model, Externalizing Behaviors model provided superior fit to the both CAPS-5 and PCL-5 data.
In an extensive review of latent structure of PTSD symptoms, Armour [10] reported that factor analytic studies have generally been conclusive on that the recently proposed four-factor DSM-5 PTSD model has been found to be a good representation of PTSD's latent structure; while there has been increasingly accumulating evidence supporting six-and seven-factor models of PTSD latent structure that Table 6 . Item mapping for confirmatory factor analytic models. seem to be preferential in comparison to alternative models and DSM-5 PTSD factor structure may need further revisions. Due to the factor analytic studies of PTSD's latent factor structure DSM-5 Numbing model revealed adequate fit in a majority of research, in three studies the model demonstrated better fit to the data than alternative models [1, 43, 44] . In the PTSD literature, there has been a long debate whether Dysphoria model or Numbing model better represents latent factor structure of post-traumatic symptoms. DSM-5 Numbing model generally outperformed Dysphoria models of PTSD symptom structure [12, 13, 17, [43] [44] [45] ; while some studies provided support for Dysphoria model and two studies could not find differences between these models [46, 47] . On the other hand, in comparison to four-factor models, five-, six, or seven-factor models provided preferential fit [12] [13] [14] 45, 48] .
It was the central focus of this study to examine the psychometric properties of the Turkish version of the CAPS-5. Even though the results from the current data were promising, certain limitations should be considered. Our sample size was relatively small. Our findings should be warranted via cross-validation of our results in larger clinical and non-clinical samples. Second, we replicated a cut-off criteria of 47 for a tentative PTSD diagnosis previously suggested by Boysan [29] , our cut-off value was excessively greater than the critical values reported in previous studies [17, 49] . Further studies should be performed in larger and qualitatively different samples in order to find a more reliable critical value for PTSD diagnosis or verify current cut-off criteria for the Turkish version of the PCL-5. Until a more reliable refinement and extension of our results researchers can use two cut-off values of 33 and 47. The CAPS-5 is a clinician-administered assessment tool and a gold standard for PTSD diagnosis. However, inter-rater agreement reliability between testers, a crucial point for clinical interview measures, was not assessed. Inter-rater agreement reliability for the CAPS-5 should be warranted in further studies. Lastly, translations of the CAPS-5 and PCL-5 were conducted by experienced clinicians but a certified translation by authorized translators under the license of international institutions was not implemented. Therefore, this point should be taken into consideration during utilization of these scales in relatively more sensitive areas of use such as forensic assessment.
Despite the limitations of this study, our findings provide evidence that both the Turkish versions of the CAPS-5 and PCL-5 have sound psychometric properties.
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